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rier and skin preparation policy. 4. Routine check and feedback to the staff.
Results: The infection density during to 2014 July to September was down to
0&.
Conclusions: The application of Care bundle for central-line insertion and
strategies are effective to reduce the infection rate in ICU, and it also
decrease the length of hospitalization.PS 1-121
A BUNDLE CARE DEPLOYED IN THE ADULT INTENSIVE CARE UNIT FOR
PREVENTION OF VENTILATOR-ASSOCIATED PNEUMONIA
Chun-Mei Lu, Li-Kuan Chih, Yi-Chu Lo, Chin-Lu Chang, Kuo-Kuan Chang,
Fang-Ting Tai. Committee of Infection Control, Tainan Municipal Hospital,
Tainan, Taiwan
Purpose: Healthcare-associated infections cases data collected from
January 2009 to July 2013 showed that, ventilator-associated pneumonia
infection rate in the adult intensive care unit was 1.67&, so it was expected
that the deployed bundle care should improve the safety of the pipeline
used for patients and reduce the utilization rate of ventilator and venti-
lator-associated pneumonia infection rate.
Methods: From August 1, 2013 to September 30, 2013, infection control
practitioners convened the relevant departments to participate in the
following intervention activities: 1. In-service education on car of venti-
lator-associated pneumonia; 2. The revised weaning protocol of ventilator;
3. Guidelines on combined daily care included: the implementation of
hand hygiene, reminding physicians for extubation assessment, checking
endotracheal cuff pressure every day (20-25 cmH2O), oral care every 8
hours, and using mouthwash containing chlorhexidine, head-of-bed eleva-
tion above 30 degrees.
Results: From August 1, 2013 to June 30, 2014, three improvement meetings
were held and three educational trainings as well as a total of four compre-
hensive promotion and discussion activities were provided. Ventilator-asso-
ciated pneumonia infection rate decreased from 1.67&  2.52& (before
improvement) to 0.84&  2.27& (after improvement), and the utilization
rate of ventilator decreased from 61.4% to 47.3%.
Conclusions: Out hospital deployed Bundle Court and required that the
medical staffs should review the necessity of ventilator every day, abide
by aseptic technique, improve the use of ventilator to enhance care level,
and then ventilator-associated pneumonia infection rate and the utilization
rate of ventilator really decreased, so the experience of our hospital might
be used for reference by other hospital to deploy VAP bundle.PS 1-122
APPLYING TEAM RESOURCE MANAGEMENT TO REDUCE THE INFECTION
OF VENTILATOR-ASSOCIATED PNEUMONIA
I-Chun Lin, Chun-Hsiang Yeh. Zouying Branch of Kaohsiung Armed Force
General Hospital, Taiwan
Purpose: Ventilator-associated pneumonia (VAP) is a nosocomial infection
most often seen in intensive care units. Our unit began promoting the use
of VAP care bundle in July 2011. In the first quarter of 2013, the VAP infec-
tion rate reached 5.11& and a medical dispute that had occurred had nega-
tively affected team morale. This project was designed to reduce the VAP
infection rates from 5.11& to1.75&.
Methods: According to an investigation, an ad hoc group identified the
following problems: no consensus among team members, insufficient under-
standing of VAP care bundle, no standard operating procedures for VAP care
bundle, no clear display on electric beds, and lack of disinfectant mouth-
wash. The following solutions were provided: establishing standard oper-
ating procedures for VAP care bundles, organizing education and training,
labeling the position of bed headboards at an angle of 30, and prescribing
mouthwash containing 0.2% chlorhexidine. Following joint ward inspections
and discussions about VAP care bundle.
Results: VAP infection rate decreased to 1.10&, the accuracy of VAP bundle
implementation increased from 57.8% to 96.4%, and the accuracy of under-
standing about VAP bundles improved from 73.4% to 97.6%.
Conclusions: VAP care bundle in ICUs is now well-established nowdays in our
hospital. And we hope that this successful experience in team resourcemanagement and VAP care bundle can be applied in other units to enhance
healthcare quality.PS 1-123
REDUCING VENTILATOR ASSOCIATED PNEUMONIA (VAP) BY
IMPLEMENTING VAP BUNDLE CHECKLIST IN CRITICAL CARE AREA
Rusmawati Khosim, ICN, Nor Azura Yaacob, ICN, Nur Haslinda Abdullah, ICN,
Subhashini Balakrishnan, ICN, Vanitha Malar, SRN, Noor Ashikin Saad, SRN,
Nur Izyanti Suppian, SRN. National Heart Institute, Kuala Lumpur,
Malaysia
Purpose: Ventilator associated infection (VAP) can occurs among 30% of the
ventilated patients. VAP definitely will increased the length of patient stay,
increased hospital cost and also increased morbidity and mortality.
Methods: The 6 months study was done at three Critical Care Area at Na-
tional Heart Institute Kuala Lumpur which includes adult Intensive Care
Unit, adult Critical Care Unit and Pediatric Intensive Care Unit from
December 2013- May 2014. Surveillance for VAP was conducted by Infection
Control Nurse (ICN) on monthly basis. VAP rates pre intervention was used as
a baseline data.
The VAP bundle checklist was developed and used widely throughout the
intervention period. The checklist act as a reminder for the nurses on the
care of ventilated patients. The core component was clearly stated in the
checklist such as head of bed elevation 30-40 degree, sedation vacation,
peptic ulcer prophylaxis, deep vein thrombosis prophylaxis, endotracheal
tube suctioning including hand hygiene, maintaining aseptic technique
during suctioning and use or personal protective equipment (PPE) during
suction and the last component are oral care using Chlorohexidine Gluconate
(0.12%).
Results: Pre intervention data showed 27 of VAP incidence with documented
4789 ventilator days (5.6/1000 ventilator days). Post intervention, there
were 8 incidence of VAP with documented 6345 ventilator days (1.3/1000
ventilator days)
Conclusions: Implementation of the VAP bundle checklist associated with
the reduction of the VAP rates in the Critical Care Area. The small action
such as developing the VAP bundle checklist able to give a big impact on
the ventilated patients. That is the Power of Small Actions!PS 1-124
EXPERIENCES OF IMPLEMENTING UTI BUNDLE CARE IN AN EMERGENCY
INTENSIVE CARE UNIT OF A MEDICAL CENTER
Mei-Chuan Tsai a, Ming-Chin Chan a, Ning-Chi Wang a, Feng-Yee Chang b.
aInfection Control Office, Tri-Service General Hospital, Taipei, Taiwan;
bDepartment of Internal Medicine, Tri-Service General Hospital, Taipei,
Taiwan
Purpose: Inappropriate or long term insertions of Foley catheter were the
main reasons for catheter-associated urinary tract infection (CAUTI). Be-
tween January 2012 and November 2013, the CAUTI was increasing, which
raised from 4.45& in 2012 to 6.10& in 2013. Therefore, we started the
UTI bundle care since December 1st 2013 in emergency intensive care
unit.
Methods: Implementation of UTI care bundle was conducted including
education, insertion and daily care checklist. We also made an educa-
tion video film. Every staff cared such patient must follow the protocol.
The insertion would be called off and restarted if there were any missed
step. Daily care checklist would then be filled by nurses every day. The
daily care checklist including hand hygiene, perineum washing, fixing
and keeping clear of the catheter, keeping urine bag under bladder
and off the floor, changing urine bag once it was half-full, using inde-
pendent urine glass and urinal and keeping the system closed. Daily
review of the necessity of line with prompt removal of unnecessary lines
was performed by physician. Audit of checklists, checking insertion
procedures and reviewing with supervisors were done by ICN every
week.
Results: After implementing UTI care bundle, both the rates of urine tract
infection and CAUTI were decreased. The urine tract infection incidence
density was 5.28& in 2013 to 2.61& in 2014, and the CAUTI was 6.10& in
2013 and 3.47& in 2014.
S94 Abstracts of the 7th International Congress of the Asia Pacific Society of Infection Control, Taipei, Taiwan, March 26-29, 2015Conclusions: Implementing UTI care bundle and executing infection control
procedures, combining daily assessment of line necessity and prompt
removal of unnecessary lines were indeed helpful in lowering the UTI related
infections.PS 1-125
CONSTRUCTION AND TEST OF THE EFFECTIVENESS OF "CENTRAL
VENOUS CATHETER BUNDLE CARE" FOR THE PREVENTION OF CENTRAL
VENOUS CATHETER-RELATED BLOODSTREAM INFECTION
Kuei-Tzu Yang a, Li-Fen Huang b, Guo-xi Lin c. aTungs’ Taichung
MetroHarbor Hospital Infection Control Committees, Taiwan; bProvidence
University, Taiwan; cTungs’ Taichung MetroHarbor Hospital Infection
Control Committees, Taiwan
Purpose: Bloodstream infectionis the second leading cause of community
acquired infection in Regional Hospitals. TheCenters for Disease Control
and prevention(CDC)publishedguidelinesonthe prevention ofbloodstream
infectionsin 2011, which indicated thatBundle Care can effectively reduce-
bloodstream infections.
Methods: Thestudy wasconducted in a1, 319-bededteaching hospital.Exis-
tingdata analysismethods was used. The compliance of medical staff was
external audited by observation of members from infection control team
withassistance of computersystems.
Results: From January 2013 to May 2014, a totalnumber of3,656 catheter
was placed., After comparing the medical chart ID and date of infection,
and exclusion of different isolates from one episode, the number catheter
related blood stream infection during this period was 239 episodes. Owing
to the variated numbers of catheters placed each month, to compare the
distribution of infection rates. The result showed that the number of placed
catheter increased, and the rate ofcatheter related blood stream infection
went downward.
Conclusions: The study indicated that, the overall numbers of blood
stream infectiondid not decrease after implementation of CVC care
bundle. But the infection rate of patient-catheter based data showed a
downward trend.PS 1-126
IMPROVING ACCURACY OF IMPLEMENTING BLOODSTREAM INFECTION
BUNDLE BY PROCESS REENGINEERING IN A NORTHERN REGIONAL
HOSPITAL IN TAIWAN
Meng-Tsen Tsai a, Ming-Feng Lin a,b, Hung-Jen Fan b, Chia-Sui Wu c, Pen-
Ching Chen c, Hisao-Ting Lin c. aInfection Control Center, National Taiwan
University Hospital Chu-Tung Branch, Taiwan; bDepartment of Medicine,
National Taiwan University Hospital Chu-Tung Branch, Taiwan; cDepartment
of Nursing, National Taiwan University Hospital Chu-Tung Branch, Taiwan
Purpose: Central line-associated bloodstream infection (CLABSI) is one of
the common healthcare associated infections, which will lead to increased
consumption of antibiotics and length of hospital stay, or even death if
not properly treated. National Taiwan University Hospital Chu-Tung Branch
has been enrolled in the Central Line Care Quality Improvement Plan of Cen-
ters for Disease Control, Taiwan since 2014 February. The accuracy of both
central line care process and equipment accessibility was below 60% and
that of hand hygiene was 63.3% in the first quarter auditing. The aim of
this study was to improve accuracy of implementing bloodstream infection
bundle by process reengineering
Methods: A task force was organized on April 4, 2014. Then literature
searching, on-site survey, auditing, and root cause analysis were per-
formed. Four major faults, including poor compliance of hand hygiene,
non-familiarity of care process, no standard procedure of central line
care, and lack of a fixed place for equipment needed in central line inser-
tion, were found. The strategies of process reengineering are as follows:
1. Emphasis of hand hygiene; 2. Education and rehearsal of care process;
3. Formulation of care guideline; 4. Changing the working box to working
car.
Results: After a campaign for improving care process was undertaken, the
accuracy of both central line care process and equipment accessibility was
raised to 100% and the accuracy of hand hygiene reached 96.6%.Conclusions: The participation of Central Line Care Quality Improvement
Plan can motivate all medical personnel. Therefore, the bloodstream infec-
tion bundle care can be put into practice accurately by encouraging each
other between the staff in a hospital and via on-site survey and auditing
by infection control nurses.PS 1-127
THE EFFECT OF BUNDLE PLAN ON CENTRAL CATHETER-RELATED
BLOODSTREAM INFECTIONS: A REGIONAL HOSPITAL EXPERIENCE
Jui-Hei Chung a, Chung-Wei Chou a, Fu-Der Wang b,c, Yow-Ren Lin a, Wen-
Huey Tsai a, Hsiao-Wen Chiang a, Biing-Shiun Hlung a. aTaipei Municipal
Gan-Dau Hospital, Taiwan; bTaipei Veterans General Hospital, Taiwan;
cNational Yang-Ming University, Taiwan
Purpose: Invasive medical devices are necessary for clinical treatment, un-
fortunately it also becomes one of the major healthcare-associated infec-
tion risk factors. According to the annual surveillance data by Gan-dau
hospital, central catheter-related bloodstream infections (CLABSI) rate in
intensive care unit (ICU) was 5.92 & and 5.05 & during 2011 to 2012. Com-
parison with the Department of Disease Control, Ministry of Health and Wel-
fare 2012 regional Hospital CLABSI data 1.9&, Our data obviously higher and
requires feather effort in reducing the infection rate .
Methods: By participating in quality improvement Bundle plan on 2013,
there were 5 key components strictly embedded and carried out: hand
decontamination pre-insertion, full sterile barrier precautions, 2% chlorhex-
idine for skin antisepsis, avoiding use of femoral site and removing unneces-
sary catheters. The period of intervention are 2 years.
Results: The major findings of this plan revealed two ways, one at ICU: the
annual average catheter insertion period were 5.4 and 6.4 days, annual
CLABSI rate were 0 (0/261) and 5.18& (1/193), hand hygiene compliance
elevated from 74.7% to 89.5%; the other one was in general wards: annual
CLABSI rate were 9.5& (2/211) and 0& (0/106), and the hand hygiene
compliance improved 9.5%.
Conclusion: Education, training and operation audit could strengthen
healthcare personnel sterile procedure and practice exactly in clinical treat-
ment, reduce CLABSI rate, enhance safety and quality of care and thus
reduce medical costs.PS 1-128
THE RISK OF CENTRAL LINE-ASSOCIATED BLOODSTREAM INFECTION
WITH FEMORAL VENOUS CATHETERS AS COMPARED TO NO-FEMORAL
VENOUS CATHETERS
Shu-Ling Chen a, Ying-Ling Chen a, Hung-Jen Tang b. aInfection Control
Committee, Chi Mei Medical Center, Taiwan, ROC; bDivision of Infectious
Diseases, Department of Internal Medicine, Chi Mei Medical Center, Taiwan,
ROC
Purpose: Taiwan Centers for Disease Control (Taiwan CDC) has promoted the
CVC bundle care project for two years. For this project, the fivemodular mea-
sures of the CVC bundle of central line-associated prevention include hand hy-
giene, maximal sterile barrier precautions, using alcohol-based 2%
chlorhexidine gluconate disinfectants, avoiding femoral venous catheters,
and removing catheter as soon as possible. Medical personnel have to follow
the above five modular measures in the central catheter placement and in
daily care. Avoiding femoral venous catheters is always a difficulty during
the course of promotion. Dialysis patients often implanted two central cathe-
ters (CVC and dialysis CVC). One is on the femoral vein. Therefore, the purpose
of this study is to identify the correlation between the femoral or no-femoral
venous catheters and central line-associated bloodstream infection (CLABSI).
Methods: 13 departments (7 ICUs and 6 wards) were invited to participate in
this research. From January 2014 to October 2014 of 1264 CVCs, 805 (63.7%)
had femoral venous catheters, 459 (36.3%) had no-femoral venous catheters.
There were 105 CLABSIs. 79 (75.2%) had femoral venous catheters, 26
(24.8%) had a no-femoral venous catheter. Based on chi-square test, the
event of CLABSI is statistically significant with the position of femoral venous
catheters placement (PZ0.0102<aZ0.05).
Conclusion: According to some papers, the CLABSI is not correlated with
femoral venous CVC. However, the catheters were not placed over 5 days
